surveillance of the patient must be observed and biopsies removed for examination at regular intervals.
Seven patients developed cancer following ileorectal anastomosis. In retrospect 3 were unsuitable for the operation, one because of his youth and long-standing disease, one because preoperative biopsies suggested premalignant change and the third because of a strictured rectum. She, however, refused ileostomy. A further patient was not known to have had a carcinoma but section of the excised strictured rectum revealed this change. Two cases defaulted from follow up, one because an ileostomy was suggested, until a carcinoma had developed. In the final case the rectum failed to heal but excision was too long delayed.
I believe that the incidence of cancer as a complication of ileorectal anastomosis can be minimized or even eliminated if the suggested precautions are followed. Ileorectal anastomosis must not be condemned because it fails to cure every case or because cancer has developed in some, any more than medical therapy should be abandoned on the grounds that it, too, has a very considerable failure rate, not only in curing the patient but also in the prevention of carcinoma. Both procedures must be critically re-appraised if within a year or two they have failed to cure the disease.
Finally, in support of my contention of the value of ileorectal anastomosis, here is an extract from a letter received from the mother of a young schoolgirl, who describes the result of this operation on her daughter far better than I can. She writes: 'We are seeing in her a metamorphosis and in a sense a reversion to what she was three years ago; a metamorphosis into a healthy and attractive girl, able to go to parties and be gay and have fun, and also to be out on a toboggan up and down an exhausting slope on a hazardous Norwegian jet-propelled tea trayand arriving back black and blue but triumphant. And at the same time she is cheerfully and entirely voluntarily and without worry undertaking catching up with a backlog of A level work of pretty daunting proportions. All this in some ten weeks, after 3 years of constant illness and disability.'
In conclusion, I think we have achieved considerable success in this procedure. I use the word we, not in any sense royally, but because every patient has been the concern not only of myself but of a team, indeed a succession of teams, of very devoted and skilled house surgeons, registrars and nursing staff. The medical management of ulcerative colitis has changed little in the last fifteen years. The essentials are in the textbooks. Twenty-five years ago someone reported the astounding figure of 400 successful treatments for ulcerative colitis recorded in the literature; but rarely have other clinicians been able to substantiate the claims of the initiators. The classic example was Bargen's diplococcal serum. Between 1920 and 1923 at the Mayo Clinic the mortality rate for ulcerative colitis was 17%, but between 1924 and 1926 the rate in patients treated by Bargen's serum fell to the never bettered figure of 3 5% (Bargen 1929) . Clinicians clamoured for the serum, but were disappointed by its failure; Bargen was the therapeutic agent, not his serum. The following extract shows his compassion for, and paternal solicitude in dealing with, these difficult patients, in my opinion, the reason for his success:
'The value of mental hygiene in cases of chronic ulcerative colitis cannot be over impressed. A physician caring for these toilet-stricken patients spends much time in encouraging them. Rest in bed should be abandoned early. Fresh air, sunshine, and mental diversion are valuable assets in treatment. It is important to encourage the patient to eat.'
Since then, we have run the gamut from pig's runners to Salazopyrin and corticosteroid enemas and, while both the latter may have some intrinsic value, results are better when they are personally administered by their strongest advocates than by less enthusiastic clinicians. Not long ago a physician who has made strong claims for one such remedy went on a year's sabbatical leave. I have heard that enough of his patients relapsed in his absence, although still on treatment, to convince some sceptics in his department that their chief was himself a stronger therapeutic agent than his prescriptions and one which they could not at once replace.
The real and uncontroversial medical advances have been the replacement of purgation by feeding the patient; blood transfusion; measurement and replacement of electrolytes; corticosteroids and especially ACTH; and milk-free diets in a few patients with chronic disease. Antibiotics, Salazopyrin and immunosuppressives are unproven; Salazopyrin is often a sensitizer and has been less effective in my hands than a judicious use of corticosteriods. Personally I am against anything which increases these already very gut-conscious patients' introspection. Lowresidue diets do this and also attract dangerous aggression from the cook, while retention enemas could hardly be more anally polarized. Barium enemas in the acute disease can be as dangerous as colonic washout preparation is superfluous. Patients are often terrified by what they see and hear in X-ray departments or on television, and come away with intensified and unexpressed fears of cancer. Staff dealing with the patients should be taught to develop a sixth sense about this. I like to warn patients and staff beforehand of the complications of colitis which may occur, such as wind and leg cedema during convalescence, so that staff do not talk in panicky tones in front of patients, which may be damaging or even worse. Ulcerative colitis should be as far as possible an outpatient disease. Hospital wards are very dangerous places for these sensitive people who, because of their supine and querulous behaviour, are often rejected by their fellow patients, young nurses and inexperienced doctors. Such experiences set them back severely and can be mortal. Without reservation I find, therefore, that the most valuable non-surgical treatment is psychologically-orientated management by all staff trained for the purpose, coupled with specifically directed but limited psychotherapy within the competence of any physician or general practitioner who is able to read and to try. Unfortunately, it is hard for any general practitioner to obtain the necessary skill because the average practice produces but two cases in twenty years. But much may be achieved by these measures if the provocative stress is severe and not persistent, and if the patient has a modicum of determination. Equally, the outlook for psychotherapy is less good where stress is persistent and the patient's adaptability is minimal. The following are examples:
Case 1 A single man, living with his parents and unrelieved by a year ofstandard treatment, remitted within a week of disclosing that his divorced brother had come home; he had been unable to cope with the explosive situation that had arisen between this brother and his father.
Case 2 A woman with severe disease, duration 25 weeks, temperature 1040 F, remitted within 48 hours of disclosing and resolving her problem. She had taken umbrage at something her parson had done, and consequently refused to allow her 13-year-old son to be confirmed, although pressed to do so by the offending parson. She had also failed to convince her 'obtuse' husband that her need to be driven to another church should take priority over his dahlia culture.
The speed of recovery in this case is not readily explicable in terms of a 'switch-off' of autoimmunity.
Case 3
A woman with severe disease (temperature 102°F, duration 13 weeks) was referred by a surgeon. After two weeks of sulky apathy she at last responded to cajolery reinforced by apples from my garden and the granting of her every infantile demand. Her colitis had started three days after her new daughter-in-law had threatened to pack and leave because she was irritated by the patient's attitude. The patient, fearing her son's reaction, persuaded the daughter-in-law to stay, but fumed with unexpressed resentment at the expense of her colonic mucosa. The slower recovery here is not incompatible with thymus-mediated autoimmunity. Case 4 A patient awaiting colostomy was given an article (Paulley 1956 ) on psychotherapy to read. His ensuing remission saved him from surgery although he denied any personal relevance to what he had read.
Mr Dickson Wright said in 1950, in reply to my claim about these patients' supine attitudes, 'Personally I find them as offensive as their stools', thereby neatly confirming that it is their querulous and demanding behaviour that so often leads to their rejection in the ward.
Twenty years ago most doctors dismissed the personality peculiarities of ulcerative colitis patients as being due to their disease and chose to ignore clear-cut evidence that they antedated the disease. Recently students, if not their seniors, have more readily accepted the claims of Murray (1930) , Groen (1947) and myself (Paulley 1950) and now constructively ask how this knowledge can be put to use in treatment.
Evidence that psychotherapy and particularly psychotherapeutically-orientated nursing and medical management are valuable has been published elsewhere (Weinstock 1962) , as have long-term follow ups of such treatment by Groen & Bastiaans (1951) , Grace et al. (1954) and Paulley (1956) ; this literature is too extensive to review here. Two of the four examples quoted fairly reflect day-to-day working experience with more than 500 patients over the last twenty-five years, which has shown that this form of treatment reduces morbidity before gross chronic colon damage has occurred, and that patients requiring surgery are fewer than in most published series, while the approximate figures for colonic malignancy are less than half the 3 5% of Edwards & Truelove (1964) .
From time to time workers in this field, including myself, have attempted to support their clinical observations by various forms of measurement. Unfortunately it is still not appreciated that psychometric tests such as the Maudsley Personality Inventory or the Rorschach test are of little value in disorders with a strong psychosomatic component because of the high resistance and 'poverty of emotional expression' (Ruesch 1948) showni by these patients compared with psychoneurotics. Unconsciously they see the question coming and refuse to co-operate and, as they do not feel anger, replies to questions involving aggression are likely to be misleading. Only subtle tests which get below their defences, especially if directed at their Achilles' heel, i.e. their difficulty in coping with aggression, will show differences between patients and controls. This was well demonstrated by Roubicek & Martonova (1957) , who found no differences on Rorschach testing between 35 ulcerative colitis patients and 20 healthy controls, whereas testing by the Thematic Apperception Test revealed marked differences. My own measurements have been confined to more tangible things such as race and religion. Between 1946 and 1949, when working in London, I found the incidence of ulcerative colitis to be twice as frequent in Jews as in non-Jews attending the Middlesex and St Mark's Hospitals (Paulley 1950) (Table 1) . Acheson's studies of US veterans with ulcerative colitis and Crohn's disease in three wars (1960) confirmed this. Longitudinal studies before and since (Paulley 1956 (Paulley , 1963 have led me to conclude that the high incidence in Jews is due to cultural family influences rather than heredity. In Suffolk, where I have worked for the last 21 years, there are few Jews but many strict religious sects, and it is they who have replaced Jews at the top of the incidence table (fable 1).
The incidence of ulcerative colitis in a mixed group of strict sects is 4 x, Plymouth Brethren 20 x, Salvationists 2 x and Jews 16 x the incidence found for these groups in 1,000 consecutive routine admissions (during 1962) . Strong matriarchal and patriarchal tendencies are common to Jews and strict sects, and the findings supported the view that the higher incidence in Jews is cultural rather than hereditary, not only for ulcerative colitis but also, by implication, for Crohn's disease (Paulley 1971) .
Professor J C Goligher (University Department ofSurgery, General Infirmary, Leeds 1)
Surgical Treatment of Ulcerative Colitis
Colectomy and Ileorectal Anastomosis There are several reasons why I do not use the plan of surgical treatment favogred by Mr Aylett: one is theoretical, the others are practical. The term ulcerative colitis is a misnomer, for the condition is really a procto-colitis; treatment by colectomy and ileorectal anastomosis involves keeping and using a diseased rectal stump, which would seem a highly illogical step likely to be followed by further trouble referable to this residual segment of disease.
However, what matters in medicine is not what should but what actually does happen, and the results reported by Mr Aylett with colectomy and ileorectal anastomosis are certainly most impressivesome 360 cases treated by this method with roughly 90% of highly satisfied patients. These would certainly count for more than a theoretical objection if they could only be reproduced by someone else, which has apparently not happened to date. Certainly, when I tried the operation 17 years ago (Goligher 1954 (Goligher , 1967 ) I found, like many other surgeons such as Wangensteen (Griffen et al. 1963) , Ault (1960 ), Muir (1959 , and the surgeons of St Mark's Hospital (Anderson 1960 , Baker 1970 , that about half the cases were failures and eventually came to ileostomy. Even Turnbull (Brown et al. 1962 , Turnbull 1966 communication) and Hughes (Watts & Hughes 1970), who have both been enthusiastic advocates of the operation, report outright failure rates of 25% and 21 % respectively and have reservations about the results in a number of other cases.
Admittedly it is not easy to define what constitutes failure after colectomy and ileorectal anastomosis, for much depends on the attitude of the surgeon and patient to the alternative of ileostomy. Another difficulty is that most patients improve remarkably in their general health after colectomy and ileorectal anastomosis. Consequently, even if they continue to have rather severe changes in the rectal stump and to experience quite severe diarrhoea with up to 8-10 motions a day or more, they may none-the-less be so pleased with their overall condition that they are prepared to put up with this state of affairs indefinitely rather than have an ileostomy, against which they may have been warned rather vehemently before operation. I have now had to convert a number of patients to ileostomies following unsuccessful colectomies and ileorectal anastomoses for colitis, mostly done elsewhere. Without exception they have found the ileostomy
